
\ 
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 
HEALTH CARE FINANCING ADMINISTRATION OMB NO. 0938-0193 

TRANSMITTALAND NOTICE OF APPROVAL OF 1 1. TRANSMITTAL n u m b e r  I 2. STATE 
STATE PLAN MATERIAL I 03-006 I Nebraska 

FOR HEALTH CARE FINANCING ADMINISTRATION 3. PROGRAM IDENTIFICATION: TITLE XJX OF THE 
SOCIAL SECURITY ACT (MEDICAID) 

TO: REGIONAL ADMINISTRATOR 4. PROPOSED EFFECTIVE DATE 
HEALTH CARE FINANCING ADMINISTRATION September 1,2003 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

5. TYPE OFPLAN MATERIAL (Check One): 

0NEW STATE PLAN -AMENDMENT TO BE CONSIDERED AS NEW p l a n  w AMENDMENT-~ 

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN amendment DMENT (Separate Transmittalfor each amendment) 
6. FEDERAL STATUTEREGULATION CITATION: 

8. PAGE n u m b e r  OF THE PLAN SECTION OR ATTACHMENT: 

Att. 4.19A, pages:6, 8, 10-14,20-22 

Att. 4.19B, pages 1-3 

10. SUBJECT OF AMENDMENT: 
Chiropractic, orthodontic, frames/lenses and dental services 

11. GOVERNOR'S REVIEW (Check One):
0GOVERNOR'S OFFICE REPORTED NO COMMENT 
c]COMMENTS OF GOVERNOR'S OFFICE ENCLOSED
0NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL 

12. SIGNATURE OF STATE AGENCY OFFICIAL: 

Robert J .  Seiffert 

Administrator 

June 13,2003 

7. FEDERAL BUDGET IMPACT: 
a. FFY 2004 $ -3,472,975 
b. FFY 2005 $ 0  

9. PAGE n u m b e r  OF THESUPERSEDED PLAN SECTION 
OR ATTACHMENT Applicable 

Att. 4.19A, pages:6,8, 10-14,20-22 

Att. 4.19B, pages 1-3 

OTHE:R, SPECIFIED:AS 
Governor has waived review 

16. RETURN TO: 

Margaret Booth 

HHS-F&S 

30 1 Centennial Mall South 

Lincoln, Nebraska 685C89 


FOR REGIONAL OFFICEUSE ONLY 
17. DATERECEIVED: 18. DATE APPROVED: 

JUN 1 3 2003 DEC - 1 2093 
PLAN APPROVED -ONE COPY ATTACHED 

19. EFFECTIVE DATE OF APPROVED MATE OFFICIAL: 

2 1. TYPED NAME: charlene brown 22. TITLE:D&~L/director C M S D  
23. REMARKS: 

FORM HCFA- 179 (07-92) 




Effective 

ATTACHMENT 4.19-A 
Page 6 

Peer Group: A grouping of hospitals or distinct part units with similar characteristics 
for the purpose of determining payment amounts. Hospitals are classified into one of 
six peer groups: 

1. 	 MetroAcuteCare hospitals Hospitalslocated in MetropolitanStatistical 
Area (MSAs)as designated by Medicare. 

2. 	 OtherUrbanAcuteCareHospitals:Hospitalsthathavebeenredesignated 
to an MSAbyMedicareforFederalFiscalYear1995 or 1996and/or 
hospitals designatedby Medicare as Regional Ruralreferral Centers; 

3. Rural Acute Care hospitals All other acute care hospitals; 
4. 	 Psychiatric hospitals andDistinctPartUnits in AcuteCareHospitals: 

Hospitals that are licensed as psychiatric hospitals by the licensing agency 
of the state in which they are located and distinct parts as defined in these 
regulations; 

5. 	 Rehabilitation hospitals andDistinctPartUnits in AcuteCareHospitals: 
Hospitalsthatarelicensedasrehabilitationhospitalsbythelicensing 
agency of the statein which they are located and distinct parts as definedin 
these regulations; and 

6. 	 CriticalAccess hospital Hospitalsthatarecertifiedascriticalaccess 
hospitals by Medicare. 

PeerGroupBasePaymentAmount: A basepaymentperdischargeorperdiem 
amount used to calculate the operating cost payment amount. The peer group base 
payment amount is the same for all hospitalsin a peer group except Peer Group 6. 

Reporting Period: Same reporting period as that used for its Medicare cost report. 

SubspecialtyCareUnit:Provisionofcomprehensivematernalandneonatalcare 
services for both admitted and transferred mothers and neonatesof all risk categories, 
includingbasicandspecialtycareservices;provisionofresearchandeducational 
support;analysisandevaluationofregionaldata,includingth'oseoncomplications; 
and initial evaluationof new high-risk technologies. 
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10-010.03B2 Calculation of Nebraska-specificDRG Relativeweights and Case-

Mix Index: Relative weights calculated for the rate period ending June 30,2001, 

shallremain in effect.Forpaymentpurposes,relativeweightsarecalculated 

using all applicabledischargesforasingleyearforaperiodfromJanuary 1, 

through December 31,for the calendar year ending 2 years prior to the effective 

date of the recalibration. Statistical outliers which exceeded the average mean 

charges valueby three standard deviations are excluded
from the calculations. 

Nebraska-specific weights are calculated from Medicaid charge data using the 
following calculations: 

1. 
2. 

3. 

4. 

5. 


6. 

7. 

Determine the Medicaid charges for each discharge; 

Removeallpsychiatric,rehabilitation;MedicaidCapitatedPlans,and 

Critical Access Hospital discharges; 

DeterminethearithmeticmeanMedicaidchargesperdischargefor 

each DRG by dividing the sum of all Medicaid charges for each DRG 

by the number of discharges; 


the arithmetic Medicaid perDetermine statewide mean charges 

discharge by dividing the sum of all charges for all relevant discharges 

in the State by the number of discharges; 

ForDRGswith10ormorecases,dividetheDRGarithmeticmean 

charges per discharge for each DRG by the statewide arithmetic mean 

chargesperdischargetodeterminethe Nebraska-specific relative 

weight for each DRG; 

ForDRGswithlessthan10cases,relativeweightswillbeborrowed 

from the Medicare relative weights that were effectivefor the Medicare 

program on October1 of the preceding year. 


Adjust the relative weights so that the average of all discharges equals 

1.o. 


10-01 0.0392a Recalibrating Relative Weights: Relative weights calculated 
for the rate period beginning July 1, 2001 remainin effect. 

10-010.0392b Calculating the Base Year Case Mix I-: For purposes of 
determining base rates, a base year case mix index is calculated for each 
hospital using all applicable claims with a first date of service that is within 
thebaseyearcostreportingperiod.Facilityspecificbaseyearcasemix 
indicesarecalculatedasthe sum of relativeweightsforallbaseyear 
claims, divided by the number of claims. 

Transmittal # MS-03-06 
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4. Hospital-specific base year operating costs are divided by the hospital's 
baseyearcase-mixindexandthenumber of baseyearMedicaid 
discharges, and if applicable, the hospital's indirect medical education 
factor. 

10-010.03B4CalculationofPeerGroupBase payment Amount:Peergroup 
base payment amounts are calculated as a percentage of the weighted median 
of case mix adjusted hospital-specific base year operating costs per discharge, 
inflated to the midpoint of the rate year using the MBI. The peer group case­
weighted median is determined and is multipliedby a percentage: 

1. For metro acute care hospitals, the percentage is 85%; 
2. For other urban acute care hospitals, the percentage is 100%; 
3. For rural acute care hospitals, the percentage is 400%. 

10-010.03B4a Consideration for Hospitals that Primarily Service Children: 

EffectiveJanuary 1, 1997,ahospitalqualifies for thisgroupwhen it is 

located in Nebraska and is certified as meeting the criteria, as a children's 

hospital,forexclusionfromtheMedicareProspectivePaymentSystem 

(PPS).TheDepartmentwillmakeoperatingcostpaymentscalculatedat 

120% ofthepeergroupbasepaymentamountforpeergroup 1 (Metro 

Acute Hospitals) 


10-010.0385 Calculation of Cost Outlier payment Amounts: Additional payment

is made for approved discharges meeting or exceeding Medicaid criteria for cost 

outliers for eachDRG. Cost outliers may be subject to medical review. 


Dischargesqualify ascostoutlierswhenthecostsofth'eserviceexceedthe 

outlier threshold. The outlier threshold is the sum of the operating cost payment 

amount,theindirectmedicaleducationamount,andthecapital-relatedcost 


amount, of dischargepayment plus $50,000. Costthe is bycalculated 
multiplyingthehospital-specificcost-to-chargeratiodeterminedfromthebase 
year cost report times the allowed charges. Additional paymentfor cost outliers 
is 60% of the difference between the hospital's cost for the discharge and the 
outlier threshold for all discharges except forbum discharges, which will be paid 
at 67.5%. 

10-010.03B6 Medical Education Costs 

Transmittal # MS-03-06 
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10-010.0366aCalculationofDirectMedicalEducationCost Payments 
direct education reflect NebraskaHospital-specific medical costs the 


MedicalAssistanceProgram'saveragecostperdischargeforapproved 

intern andresidentprograms.Amountsaresubjectto the maximumper 

internandresidentamountallowedbyMedicare in the baseyearand 

adjustedannuallyforinflationusingthe MBI. To determinethedirect 

medical education payment amount for each discharge, adjusted amounts 

are allocated to the Medicaid program based
on the percentageof Medicaid 
patient days to total patient days in the base-year, and are divided by the 
number of base year Medicaid discharges and multipliedby 75%. 

NMAPwillcalculateaquarterlyDirectMedicalEducationpaymentfor 

services provided by NMMCP capitated plans from discharge data provided 

by the plan(s). Payment will be the number of discharges times the direct 

medical education cost payment as calculated
in 471 NAC 10-010.03B6a. 

Calculation10-010.03B6b of MedicalIndirect Education (IME) Cost 
Payments Hospitals qualify for IME payments when they receive a direct 
medicaleducationpaymentfromNMAP,and qualify forindirectmedical 

payments Medicare. of medicaleducation from Recognitionindirect 
education incurredhospitals an calculatedcosts by areadd-on by 
multiplying an IME factor bythe sum of the operating cost payment amount 
and the outlier payment amount times 72.64%. 

The IME factor is calculated as follows: 

Effective July 1, 2001to June 30, 2002: 
[{I+(Number of Interns andResidents/AvailableB e d ~ ) } ~ . ~ ~ ~ - I ] l.60 

Effective JulyI ,  2002 and thereafter: 
[ { l  +(Number of Interns andResidents/Available13eds)}0*405-1]1.35 

Base rates will be adjusted by the applicable IME factor. 

Transmittal # MS-03-06 
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10-010.03B7CalculationofMedicaid capital Related Cos&: Medicaidcapital­
related per diem costs are calculated from base year Medicare cost reports as 
follows: 

1. 	 Routine service capital-related costs - Medicaid routhe service capital­
related costs are calculated by allocating total hospital routine service 
capital-relatedcosts for eachapplicableroutineservicecostcenter 
based on the percentage of Medicaid patient days to total patient days. 
Amountsarenet of swing-bedcosts and observationbedcapital­
related costs. 

2. 	 Inpatientancillaryservicecapital-relatedcosts 3 - Medicaidinpatient 
ancillary service capital-related costs are calculated by multiplying an 
overall ancillary capital-related cost-to-charge ratio timesthe applicable 
Medicaidprograminpatientancillarycharges.Theoverallancillary 
capital-related cost-to-charge ratio is calculated 'by dividing the sum of 
thecapital-relatedcostsof all ancillary and outpatientservicecost 
centersbythesum of thecharges for all ancillary and outpatient 
service cost centers. 

3. 	 Total capital-relatedcostsareequaltothe sum of Medicaidroutine 
servicecapital-relatedcostsandMedicaid inpatient ancillaryservice 
capital-related costs. 

4. 	 Building and fixtures capital-related costs are calculated by multiplying 
total capital-relatedcoststimesapercentagedeterminedbydividing 
total hospital building and fixtures costsby total hospital capital costs. 

5. 	 Thecapital-relatedperdiemcostiscalculatedbydividingMedicaid 
buildingandfixturescapital-relatedcostsbythesumofbaseyear 
Medicaid acute care and bassinet patient days. 

Effective July 1, 2003, capital costs are calculated as 100% of the peer group 
weighted median cost per day. Effective September1, 2003, capital costs will be 
calculated as 96.85% of the peer group weighted median cost per day. 

Transmittal # MS-03-06 
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10-01 0.0388 Calculation of capital-related Cost payment Capital-related cost 

payments for the building and fixtures portionof capital-related costs are paid on 

a per discharge basis. Per discharge amounts are calculated by multiplying the 

capital per diem costby the statewide average length-of-stayfor the DRG. 


10-0103B9(Reserved): 


10-010.03BlOFacility specific upper payment Limit:Facilities in PeerGroups 

1,2, and 3 are subject to an upper payment limit for all (cost reporting periods 

ending after January 1, 2001. For each cost reporting period, Medicaid payment 

forinpatienthospitalservices(withtheexceptionofstateowned/operated 

facilities) provided on or after July 1, 2001, shall not exceed 110% of Medicaid 

cost. Medicaid cost shall be the calculated sum of Medicaid allowable inpatient 

routine and ancillary service costs. Medicaid routine service costs are calculated 

byallocatingtotalhospitalroutineservicecostsfor each applicableroutine 

service cost center based on the percentage of Medicaid patient days to total 

patientdays.Medicaidinpatientancillaryservicecostsarecalculatedby 

multiplying an overall ancillary cost-to-charge ratio times the applicable Medicaid 

program inpatient ancillary charges. The overall ancillary cost-to-charge ratio is 

calculated by dividing the sumof the costs of all ancillary and outpatient service 

cost centers by thesum of the charges for all ancillary ;3nd outpatient service 

cost centers. Payments shall include all operating cost payments capital related 


payments, medical cost indirectcost direct education payments, medical 

education cost payments, cost outlier payments, and all payments received from 

other sources for hospital care provided to Medicaid eligible patients. Payment 

under Medicaid shall constitute reimbursements under this subsection for days of 

service that occurred during the cost reporting period. 


10-010.03BlOaReconciliationto Facility upper payment Limit:Facilities 
willbesubjecttoapreliminaryand a finalreconciliation of Medicaid 
paymentstoallowableMedicaidcosts. A preliminaryreconciliationwillbe 
made within six months following receipt by the Department of the facility's 
cost report. A finalreconciliationwillbemadewithin 6 monthsfollowing 
receipt by the Department of the facility'sfinal settled cost report. 

Transmittal # MS-03-06 
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Facilities will be notifiedwheneitherthepreliminaryor final reconciliation 
indicates thatthefacilityreceivedMedicaidpayments in excessof110%of 
Medicaid costs. The Department will identify the cost reporting time period for 
Medicaid payments, Medicaid costs, and the amount of overpayment that is due 
the Department. Facilities will have 90 days to make refunds to the Department, 
when notifiedthat an overpayment has occurred. 

10-010.03Bll adjustment of Rates: Effective for the rate period beginning July 
1, 2003, the peer group base payment amountand the direct medical education 
payment amount will be inflated using the MBI. Effective September1, 2003, the 

payment endingpeer group base amount in effect for the! rate period 

June30,2003shallbereducedby3.15% and remain in effect until June 30, 

2004. The peer group base payment amount and the direct medical education 

payment amount will be inflated using the MBIfor the rate! period beginning July 

1, 2004. 


10-010.03812Transfers:Whenapatientistransferredtoorfromanother 

hospital,theDepartmentshallmakeatransferpayment to the transferring 

hospital if the initial admissionis determined to be medically necessary. 


For hospital inpatient services reimbursed on a prospective discharge basis, the 

transfer payment is calculated based on
the average dailyrate of the transferring 
hospital's payment for eachday the patient remainsin that hospital, up to 100% 
of the full DRG payment. The average daily rate is calculated as the full DRG 
payment, which is the sum ofthe operating cost payment;mount, capital-related 
cost payment, and if applicable, direct medical education cost payment, divided 
by the statewide average length-of-stayfor the related DRG. 

For hospitals receiving a transferred patient, payment is the full DRG payment 

and, if applicable, cost outlier payment. 


10-010.03B13 Inpatient Admission After Outpatient services A patient may be 

admittedto the hospitalas an inpatientafterreceivinghospitaloutpatient 

services. When a patient is admitted as an inpatient within three calendar days 

ofthe day thatthehospitaloutpatientserviceswereprovided, all hospital 

outpatientservicesrelated to theprincipaldiagnosisareconsideredinpatient 

servicesforbillingandpaymentpurposes.Theday of theadmissionas an 

inpatient is the first day of the inpatient hospitalization. 


10-010.03B14 Readmissions: NMAP adopts Medicare peer review organization 

(PRO)regulationstocontrolincreasedadmissionsorreducedservices.All 

NMAP patients readmitted as an inpatient within 31 days will be reviewed by the 

Departmentoritsdesignee.Paymentmaybedenied if eitheradmissionsor 

dischargesareperformedwithoutmedical justification as determinedmedical 

review. 


Transmittal # MS-03-06 
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(2) DisproportionateSharePaymentforHospitalsthatPrimarilyServe 
Children (Pool 2): For FFY03 and succeeding years, the Department 
will make a disproportionate share payment to the hospital that both 
primarily serves children, and has the greatest number of Medicaid 
days, foranamountnottoexceed $2,000,000 annuallyplusthe 
federally allowed inflation. A hospital eligible for payment under this 
pool will not be eligible for payment under any other pool. If payment 
to the hospital exceeds the disproportionate share payment limit, as 
established under 1923 (9 of the Social Security Act, the payment 
will be reduced. 

(3) DisproportionateSharePayment for StateOwnedInstitutionsfor 
MentalDisease(IMD)Hospitalsand for eligiblehospitals in Peer 
Group 4 (Pool 3): For FFYO3 and succeeding years, the Department 
will determine a disproportionate share paymentfor eligible hospitals 
using the data and methods described below. 
(a) Total funding to the State Owned Institutions for Mental Disease 

(IMD)Hospitalsandhospitals in PeerGroup4Poolwillnot 
exceed $1,811,337 annually. 

(b) Payments will be calculatedas follows: 
[ l ]  The DSH payment for each hospital far this pool will be the 

cost of uncompensated care. 
[2] 	Eligiblehospitalsmustcertify in writing to theNebraska 

Medical Assistance Program its charges for uncompensated 
care for the hospital’s fiscal year ending in the calendar year 
preceding the federal fiscal year for which the determination 
is Chargesapplied. for uncompensated carebe 
converted to cost using the hospitals cost to charge ratio. 

[3]Paymenttoeachhospitalwillbeequaltothecostofits 
uncompensated care. 

[4] If the total of all disproportionate share payment amounts for 
State Owned Institutions for Mental Disease (IMD) Hospitals 
andPeerGroup4Hospitalsexceeds in anygivenfederal 
fiscalyear,thefederallydetermineddisproportionateshare 
limit for Nebraska, the DSH payments be reduced prorata 

[5] A hospitaleligibleforpaymentunderthispoolwillnotbe 
eligible for payment under any other pool. 

Transmittal # MS-03-06 
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(4)Non-ProfitAcuteCareTeachingHospitalaffiliatedwithaState-
University CollegeOwned Medical (Pool 4): For FFY03 and 

succeedingyears,theDepartment will createadisproportionate 
poolnon-profit care hospital,share the acute teaching 


subsequently referred to as the state teaching hospital, that has an 

affiliation with the University Medical college owned by the State of 

Nebraska. 

(a) Total funding to this pool will be the remaining balance of the total 


(federalandstate)DSHfundingplusthefederallyallowed 
inflation minus the funding for Pool1, Pool 2,and Pool3. 

(b) TheDSHpaymenttoPool 4 will be the difference of the total 
(federalandstate)DSHfundingminusthefundingforPool 1, 
Pool 2, and Pool 3. 

(c) If the payment to the hospital exceeds the disproportionate share 
payment limit, as established under 1923(f)of the Social Security 
Act, the payment will be reduced. 

b. Limitations on disproportionate share payments: 
(1) No payments made under this section will exceed any applicable 

limitationsuponsuchpaymentsestablishedbySection 1923 
(g)(1)(A) of the Social Security Act. 

(2) Disproportionate Share payments to all qualified hospitals for a 
yearwillnotexceedtheStatedisproportionatesharehospital 
payment limit, as established under1923 ( f )  of the Social Security 
Act. 

10-010.03J Out-of-state Hospital Rates: The Department pays out-of-state hospitals 
for hospital inpatient servicesat the peer group rate for a like peer group of Nebraska 
hospitals. The peer groups are -

Transmittal # MS-03-06 
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1.MetroAcuteCareHospitals:Hospitalslocated in aMetropolitanStatistical 
Area (MSAs) as designated by Medicare; 

3. Rural Acute Care Hospitals: All other acute care hospitals; 
4. 	 PsychiatricHospitalsandDistinctPartUnits in AcuteCareHospitals: 

Hospitals that are licensed as psychiatric hospitalsby t h  licensing agency 
of the state in which the hospital is located and distinct parts as defined in 
471 NAC 10-010.03A. 

5. 	 RehabilitationHospitalsandDistinct Part Units in .AcuteCareHospitals: 
Hospitalsthatarelicensed as rehabilitationhospitals by thelicensing 
agency of thestate in whichthehospitalis located and distinct parts as 
defined in 471 NAC 10-010.03A. 

Operating cost payment amounts are calculated basedon the appropriate peer group 
base payment amount. Capital-related cost payments are made based on the peer 
groupweightedmediancapitalperdiemrate.EffectiveSeptember 1, 2003,capital 
costs will be calculated as 96.85% of the peer group weighted median cost per day. 
The cost-to-charge ratio is the peer group average. 

Payments for psychiatric and rehabilitation services provided by out-of-state hospitals 
are made on a prospective per diem. Hospitals are paid based onthe peer group per 
diem rate for the appropriate type of service. Operating cost payment amounts are 
calculated based on the appropriate peer group per diem rate. Capital-related cost 
payments are made based on the peer group weighted median capital per diem rate. 

TheDepartmentmayallowpaymentstoout-of-statehospitalsfordirectorindirect 
medical education costs at a negotiated per discharge rate. 

IO-010.03Jl Exception:TheAdministratoroftheMedicaidDivisionmayenter 
into an agreement with an out-of-state hospital for a rate that exceeds the rate or 
feeestablished in 471NAC10-010.03Jonlywhenthe Medical Director ofthe 
Department has determined that-

The requires services are available in1. 	 client specialized that not 
Nebraska; and 

2. 	 No other source of the specialized services can be found to provide the 
services at the rate established in 471 NAC 10-010.03J. 

Out-of-Plan When Nebraska10-010.03K Services: enrollees in the Health 
Connection are provided hospital inpatient services by facilitiesnot under contract with 
theDepartment'sprepaidhealthcareorganizations,theDepartmentcontracted 
prepaidhealthcareorganizationsareauthorized,butare lnot required,topay 
providers of hospitalinpatientserviceswhocareforindividualsenrolledinthe 
NebraskaHealthConnection at ratestheDepartmentwouldotherwisereimburse 
providers under 471 NAC 10-010.03ff. 

Transmittal # MS-03-06 
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STATE PLAN UNDER TITLEXIX OF THE SOCIAL SECURITY ACT 

StateNebraska 

METHODS AND STANDARDSFOR ESTABLISHING PAYMENT RATES 

Payment to Hospital-Affiliated Ambulatory Surgical Centers: The Department paysfor services 
provided in anHAASCaccording to Payment for OutpatientHospitaland EmergencyRoom 
Services,unless the HAASC is a Medicare-participating ambulatory surgical center (ASC). If 
the HAASCis a Medicare-participatingASC, payment is made accordingto Medicare methods. 

Approval of Payment for Emergency Room Services: At least one of the following conditions 
must be met beforethe Department approves paymentfor use of an emergency room: 

1. 	 Thepatientisevaluatedortreated for amedicalemergency,accident,orinjury(see 
definition of medical emergencyin 471 NAC 10-001.02); 

2. 	 Thepatient'sevaluationortreatment in theemergencyroom results in an approved 
inpatienthospitaladmission(theemergencyroomchargesmust be displayed on the 
inpatient claim as ancillary charges and included in the inpatient per diem); or 

3. The patient is referred by a physician such as for allergy shots or whlen traveling (a written 
referral by the physician must be attached tothe claim); 

The facility should review emergency room services and determine whether services providedin 
the emergency room constitute an emergency bill accordingly. 
When the facility orthe Department determine services are non-emergent, the roomfee for non­
emergentservicesprovided in anemergencyroomwill be disallowed to 50 percentofthe 
applicable ratio of cost-to-charges. All other Medicaid allowable charges incurredin this type of 
visit willbe paid at 82.45% of the ratio of cost-to-charges. 

Diagnostic and Therapeutic Services: The payment ratefor diagnostic and therapeutic services 
includes paymentfor services required to provide the service. Extra charges, such as stat fees, 
call-back fees, specimen handling fees, etc., are considered administrative expenses and are 
included in the payment rate. 

Payment to a New Hospital for OutpatientServices:See the definition of a new operational 
facility in 471 NAC 10-010.03A. Payment to a new hospital (a new operational facility) will be 
made at 82.45% of the statewide average ratio of cost to charges for Nebraska hospitals as of 
July 1 of that year as determined by the Department. This payment is retrospective for the first 
reportingperiod for the facility.ThisratiowillbeuseduntiltheDepartmentreceivesthe 
hospital's initial cost report.TheDepartmentshallcost-settleclaims for Medicaid-covered 
services which arepaid by the Department using 82.45% of the statewide average ratio of cost 
tocharges.The cost settlementwillbethelowerofcostorchargesasreflectedonthe 
hospital's cost report (i.e., the Department's payment must not exceed the upper limit of the 
provider's chargesfor services). 

Transmittal MS-03-06 

SupercedesApproved OEC I 2@8 Effective SEP - 1 

Transmittal MS-00-06 



ATTACHMENT4.19-9 
Item 2a, Page 1 of 3 

STATE PLAN UNDERTITLE XIX OF THE SOCIAL SECURITY ACT 

StateNebraska 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENTRATES 

Payment for Outpatient Hospital and Emergency Room Services: For services provided on or 
after September 1, 2003, the Department pays for outpatient hospital and emergency services 
with a rate which is the product of­

1. 	 Eighty-two point fortyfive(82.45)percentof the cost-to-charges ratio fromthe 
hospital's latest Medicare cost report (Form HCFA-2552-89, Pub.15-11, Worksheet C); 
multiplied by 

2. The hospital's submitted charges on Form HCFA-1450 (UB-92). 

The effective date of the cost-to-charges percentage is the first day of the month following the 
Department's receiptof the cost report. 

Providers shall bill outpatient hospital and emergency room services on Form HCFA-1450 (UB­
92) in a summary bill format. Providers shall not exceed their usual and customary charges to 
non-Medicaid patients when billing the Department. 

Exception:Alloutpatientclinicallaboratoryservicesmustbeitemizedandidentifiedwiththe 
appropriate HCPCS procedure codes. The Department pays for clinical laboratory services on 
the fee schedule determined by HCFA. 

Payment for Outpatient Hospital and Emergency Room Services Provided bv Critical Access 
Hospitals:Effective for costreportingperiodsbeginningafterJuly 'I, 1999,paymentfor 
outpatient services of a CAH is the reasonable cost of providing the services, as determined 
under applicable Medicare principles of reimbursement, except that the following principles do 
not apply: the lesser of costsorcharges(LCC)ruleand the reasonable compensation 
equivalent (RCE) limits for physician services to providers. NMAP will adjust interim payments 
to reflect elimination of any fee schedule methods for specific services, such as laboratory or 
radiology services, that were previously paid for under those methods. payment for these and 
otheroutpatientserviceswillbemade in accordancewithreasonable cost principles. 
Professionalservices must be billed by thephysicianorpractitioner wing the appropriate 
physician/practitionerprovidernumber,notthefacility'sprovidernumber.Toavoidany 
interruption of payment, NMAP will retain and continue to bill under existing provider numbers 
until new CAH numbersare assigned, 
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STATE PLAN UNDER TITLEXIX OF THE SOCIAL SECURITY ACT 

StateNebraska 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES 

Upon the Department's receipt of the hospital's initial Medicare cost report, the Department shall 
no longer consider the hospital to be a "new hospital" for payment of outpatient services. The 
Department shall determine the ratio of costto charges from the initial cost report and shall use 
that ratio to prospectively pay for outpatient services. (For a complete description of payment 
for outpatient services, see471 NAC 10-010.06ff.) 

PaymenttoAn Out-of-state HospitalforOutpatientServices:Paymenttoanout-of-state 
hospital for outpatient services will be made based on the statewide average ratio of cost to 
charges times82.45% for all Nebraska hospitals for thatfiscal year as of July 1 of that year. 

Payment for telehealth Services: Payment for telehealth services is set at the Medicaid rate for 
the comparable in-person service. 

Payment fortelehealth Transmission Costs: Payment for telehealth transmission costs is setat 
the lower of: (1) the provider's submitted charge; or(2) the maximum allowable amount. 

The Department reimburses transmission costs for the line charges when directly related to a 
covered telehealth service. The transmission must be in compliance with the quality standards 
for real time, two-way interactive audio-visual transmission as set forth in state regulations, as 
amended. 
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